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Abstract 

Background. The evidence is mixed regarding the efficacy of cultural competence 

curricula in developing learners’ knowledge, attitudes and skills.  More research is 

needed to better understand both the strengths and shortcomings of existing curricula 

from the perspective of learners in order to improve training.  Methods. We conducted 

three focus groups with medical students in their first year of clinical training to assess 

their perceptions of the cultural competence curriculum at a public university school of 

medicine.  Results. Students reported some success in translating certain aspects of both 

the formal and informal curriculum into the clinical arena, but less success in others. 

Students were concerned that a cultural competence curriculum might stereotype or 

overgeneralize about patients from other cultural backgrounds, but also wanted to receive 

precise, “scientific” learning that could resolve their confusion about cross-cultural 

encounters.  Despite some concerns as to whether political correctness characterized the 

cultural competence curriculum, it was also seen as a way to rehumanize the medical 

education experience. Conclusions. Future research needs to pay attention to issues such 

as perceived relevance, stereotyping, and political correctness in developing cross-

cultural training programs that effectively translate training into clinical performance.  

Word count: 191 
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    Background 

 Cultural competency instruction in medical education has been the thrust of 

several recent reports in the US and the UK [1,2,3].  Evidence is growing that improving 

cross-cultural communication skills in healthcare providers is associated with better 

patient outcomes [4,5] and has the potential to reduce health disparities
 
[6] and access to 

care inequities [4] However, a recent systematic review evaluating cultural competence 

training of health professionals
 
[7]  concluded that lack of methodological rigor made it 

difficult to draw conclusions regarding the effectiveness of specific educational 

interventions. 

Attitudes of students toward diversity training have been examined using, for 

example, the Cultural Diversity Attitude Scale
 
[8,9]  but such studies are still relatively 

few in number [10]. Existing research has shown that learners evaluate their cross-

cultural curricula both positively and negatively.  For example, one study concluded that, 

while many residents endorsed the importance of cross-cultural competency, most noted 

that there was still a lack of “formal” education on this topic, and that they were poorly 

prepared to deal with cross-cultural clinical encounters [11]. In another study, much of 

learners’ self-reported cross-cultural competency came from their own improvisational 

coping [12].  

 While a few studies have provided evidence that medical students’ knowledge and 

skills can be positively changed as a result of participation in a cultural competency
 

curriculum [13], others suggest that exposure to a cross-cultural curriculum has little or 

no effect on student skill acquisition.  For example, Beagan
 
[14] found that students 
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participating in a course designed to improve cultural and social sensitivity did not show 

any measurable increased awareness compared to nonparticipating students. As reported 

in a UK study [15], one cultural competence curriculum produced only a superficial 

awareness of multicultural issues in students. In another study, learners reported having 

adequate cross-cultural communication skills and training, but felt both systemic and 

culture-bound factors inhibited providing quality care [16]. 

 Learners appear to have significant concerns about the content and structure of 

existing cultural competence curricula. According to one study, learners were concerned 

that stereotyping of different racial and ethnic groups would be an unintended 

consequence of formal cross-cultural education [12]. In another study, students felt that 

the cross-cultural curriculum should have a more practical orientation with less emphasis 

on theoretical issues [15]. 

          Information from medical students regarding the effectiveness of cultural 

competence curricula is crucial in designing meaningful educational experiences. As 

suggested by the literature cited above, we still do not have sufficient information from 

the perspective of students regarding their cultural competence curricula. Qualitative 

studies may be particularly useful in this respect. Compared to survey instruments, for 

example, a qualitative approach has the advantage of eliciting views about informal as 

well as formal curriculum, and providing in-depth and diverse viewpoints about students’ 

subjective experiences and perceptions [17].  

The purpose of the study reported below was to assess the views of third year 

medical students at a public university school of medicine regarding its cultural 

competence curriculum (CCC). The CCC incorporated recommended curricular 
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guidelines such as an integrated longitudinal approach [18], concepts of cultural humility 

[19,20], and specific communication tools [21].  We wished to assess 1) students’ 

understanding of the meaning of cultural competence  2) students’ perceptions of the 

efficacy of the CCC 3) the extent to which the CCC prepared them for cross-cultural 

encounters during their first clinical year and 4) students’ suggestions for improvement of 

the CCC. We were particularly interested in learning about specific examples of the 

translational process from didactic/small group teaching to the clinical environment. 

     Methods  

Participants were 16 third year medical students, or 17.4% of the entire class. 

There were 6 males and 10 females (62.5%), a somewhat higher representation of women 

compared to the student body as a whole (50.0%).  The focus groups also included 17.7% 

underrepresented minorities, again a somewhat higher representation than in the student 

body as a whole (10.0%). Students were recruited via a series of emails as well as 

personal recruitment during an examination by a faculty member not otherwise connected 

with this study or the CCC. Students were offered the incentive of a free lunch, and 

participated in a raffle for which the prize was a medical textbook. Sampling was in part 

purposive, in that efforts were made to attract students with a wide range of attitudes 

toward cultural competence training, including students with intense feelings about the 

subject, both positive and negative, and students with less interest in the topic. 

Specifically, the first two authors urged students whom they perceived to represent any of 

these three positions to participate in the focus groups. Sampling was also partly a matter 

of convenience, since we had to accept all students who volunteered, then contend with 

demanding rotation and examination schedules. 
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 Nineteen students responded affirmatively. Two could not attend the focus 

groups due to scheduling conflicts, but agreed to participate in individual interviews. 

Three others could not arrange either focus group participation or interviews. The three 

focus groups contained respectively 5, 5, and 4 students. All participating students had 

had a high degree of contact with patients from different cultural backgrounds. This study 

was approved by the university’s human subjects institutional review board. Following 

the requirements of that approval, the nature and purpose of the study was carefully 

explained in the recruitment email. The study was again explained at the start of each 

focus group, including issues of anonymity and confidentiality regarding tape-recording 

and transcription of tapes, as well as reporting of findings; and verbal consent was 

obtained from group participants, which was recorded as part of the focus group session.  

Since consent was inferred from response to the recruitment email (students could refuse 

to participate simply by not replying) and to the oral presentation of the study by the 

faculty member, our IRB considered verbal reiteration of consent sufficient. 

A preliminary version of the schedule of focus group questions was developed by a 

researcher (JS) trained in focus group methodology, who has also conducted previous 

research on cultural competence in medical learners [15,16]. This interview guide was 

reviewed and modified by the second author (DL) who directs the Patient Doctor course 

in which some of the Cultural Competence Curriculum was embedded. The groups 

followed standard focus group methods, including creating a comfortable atmosphere, 

allowing conversation to flow naturally rather than adhering to a strict schedule, 

encouraging differences of opinion, eliciting comments from silent members, and 

summarizing and clarifying main points with each group before it disbanded [22]. The 
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location of the focus groups was a small, comfortable conference room in the researchers’ 

home  department.  In accordance with focus group guidelines, a moderator was the 

primary facilitator and an assistant moderator (an undergraduate student [DG]) made 

process notes and observations, as well as asked clarifying and supplemental questions as 

needed. 
 
Each group was approximately 75 minutes in length and was tape-recorded. The 

individual interviews were conducted by DG by telephone. These interviews used the 

same interview guide prepared for the focus groups, and lasted about 20 minutes. All 

recordings were then transcribed verbatim, and these texts, in addition to the group 

process notes, and written notes from the interviews, provided the basis for data analysis. 

Data analysis. As is typical in qualitative research [23], data gathering and data 

analysis occurred to some extent simultaneously, in the sense that the two focus group 

facilitators discussed their impressions of each group immediately upon its completion 

and adapted the interview guide to better reflect student concerns. JS kept notes of these 

debriefings to establish an audit trail. In addition, at the end of each focus group, JS 

summarized the main points of the discussion, and asked groups to confirm and/or 

modify this summary. After the focus group discussions were transcribed, all members of 

the research team performed an independent systematic analysis of each transcript, 

coding first key words and phrases based on the interview guide, then reexamining these 

to generate new categories that eventually produced essential themes [24], which in turn 

were shared and discussed by all authors. We achieved theoretical triangulation in the 

analysis phase due to our range of perspectives and experience: physician, psychologist, 

pre-medical student, and post-graduate sociology major. Theoretical triangulation (25) is 

important because it requires that more than one theoretical position is used in 
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interpreting data. Resolution of disagreements was obtained through face-to-face and 

email discussion. The independent analyses prepared by each researcher were integrated 

by JS to represent a comprehensive synopsis representing our consensual process.  The 

research team then reviewed and modified this document to identify the themes and 

interpretations reported below [26]. This approach was intended to balance out the 

inevitable biases that we inevitably introduced into our own individual analyses because 

of our stage of professional training, type of professional training, personal cultural 

backgrounds, and life histories. The subheadings below represent both concepts and 

issues based on the interview schedule and those that emerged independently from the 

data analysis process. 

     Results 

Definition of cultural competence. Students saw cultural competence as having the 

attitudes, knowledge, and skills to effectively interact with and care for patients from 

different cultural backgrounds. It appeared from student statements that “effective 

interaction” meant that understandable communication occurred, common ground was 

established in terms of diagnosis and prognosis, students were able to establish rapport 

and gain patient trust, and both patients and students were satisfied with the encounter. 

While ethnic/racial diversity was one component of cultural competence, students 

emphasized the importance of being familiar with other areas of diversity, including 

sexual orientation, mental illness, disability, the culture of poverty and the culture of 

medicine.  

Students’ perceptions of the CCC. All of the focus groups agreed that the CCC 

consisted of both formal and informal elements. Formal elements of the curriculum most 
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frequently mentioned were a required reading assignment [27], a standardized patient 

module of an interpreted interview; and various required role-play situations that 

contained a cultural component. Lectures about cross-cultural topics were also 

mentioned, although less frequently. The basic sciences were never identified as a place 

where cultural competence education occurred. According to students, the informal 

curriculum included the following components: 1) learning from residents and attending 

physicians in clinical situations 2) learning from patients in clinical situations and 3) 

learning from the diversity of fellow students. 

  Overall, most students evaluated both the formal and the informal CCC as useful and  

relevant.  The aspects of the formal curriculum that they remembered seemed effective. 

They agreed that, in terms of the informal curriculum, there were both good and bad 

resident and attending role-models, but that in general they learned a lot about cultural 

competence in the clinical settings. Of note is that the two students interviewed separately 

were more negative about the CCC, which they appeared to interpret as primarily the 

formal curriculum.. One student described the curriculum as “not that great, superficial, 

didn’t provide any concrete skills. There was nothing new. Honestly, I was very 

frustrated with the superficiality.”  The other student responded, “Overall it was pretty 

poor. There was not really anything new that I didn’t know before.”  

Strengths of the CCC.  Students believed that the first two years of medical school 

were successful in conveying the idea that people can hold very different perspectives 

about the same problem, and that such different perspectives must be both respected and 

reconciled. Students also felt that the communication skills learned through a 

combination of didactic presentations and small group exercises in the first year were 
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very useful in cross-cultural interactions and that these skills translated well across 

cultures.  Finally, they rated highly a module plus group discussion on how to use an 

interpreter. 

The informal curriculum was considered superior to the formal curriculum in terms of 

achieving cultural competence because of the direct link it provided between knowledge 

presentation and skill acquisition. As one student expressed it, “I think the greatest part 

[of CCC] is seeing by example how to act, or act in a certain situation.” Another student 

said, “I’m learning more on the go [about CCC], in clinic from my preceptor. And I’ve 

learned more in the clinic actually than I ever did in any lecture that I had, if I think 

back.” A third representative comment follows: “I guess what I’m trying to say is that 

you really learn when you’re thrown in these situations. Like right now I have a lot of 

Vietnamese patients and I’m learning for the first time about Vietnamese and their 

culture and just different ways that they need to be treated as a patient, things you need to 

be sensitive about. But it’s only because I’m working with these patients.” However, 

several students noted that attending physicians rarely had time to talk about cultural 

issues.  

 Many students mentioned that one of the strongest aspects of the informal 

curriculum was the diversity of the student body. They seemed to feel that, because they 

were surrounded by diversity, they could not be biased. As one student put it, “A 

different generation might not have had this advantage. But young people nowadays, 

we’re all so diverse, we’re used to being with people from other backgrounds since 

elementary school, it’s no big deal.” The diversity of the patient population and of the 

faculty also encouraged students to think about different cultures.  
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Weaknesses of the CCC. Despite their general satisfaction with the CCC, 

students were able to identify numerous weaknesses. In particular, they felt the definition 

of cultural competence was too narrowly restricted to different ethnic groups. A few felt 

the curriculum failed to capture the interest of students not already committed to cultural 

competence. In terms of the pre-clinical years, several students felt there was insufficient 

effort to make the CCC directly relevant to patient care.  

During the third year, the opportunities for clinical teaching about cultural issues 

in the patient environment were underutilized. For example, although students’ clinical 

training occurred in a culturally diverse environment, this aspect was not commented on 

during teaching opportunities in a systematic way.  Students felt that while some of their 

best, most practical cultural competence teaching took place in the clinics or hospital, it 

happened randomly, varying significantly from one rotation, one clinic, or even one 

resident or attending to another. Cultural competence was rarely if ever the main focus of 

teaching, but rather an afterthought or an add-on. As one student noted, “I’m sure I do 

[make culturally insensitive mistakes], but I don’t know what they are because no one’s 

ever watched me and said you’re doing this and how to be constructive about it.” 

Self-awareness as a component of cultural competence. .It was initially difficult 

for students to connect self-awareness to culturally competent patient care.  After some 

probing, however, several students were able to give specific examples of how they had 

become aware of their own biases as a result of exposure to both the formal and informal 

curricula. One student (himself Vietnamese) commented that the CCC had enabled him 

to develop a more professional perspective in considering patient health beliefs:  “And 

that [the CCC], when I was talking with them [Vietnamese patients], kept me from like… 
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just laughing you know, making an inappropriate response when they would express 

these unscientific beliefs” In the words of another student: “…[This was] something that 

the [CCC] originally made me aware of, because that never would have occurred to me 

[i.e., the possibility that she could have personal prejudices]. I think that I’m an 

empathetic person and that I would go into every encounter with an open heart but as it 

turns out I really do have a harder time with certain patients.” 

Translational aspects of the CCC. Some aspects of the CCC appeared to 

translate into the clinical setting better than others.  Areas such as how to use an 

interpreter and how to use communication skills with a patient that had received detailed 

behavioral attention in the curriculum seemed to easily be transferred to interactions with 

actual patients. However, areas that were less easy to reduce to specific behaviors and 

which involved potential conflict proved more baffling. For example, students reported 

that they knew how to elicit patient health beliefs and were able to give several examples 

of specific knowledge they had acquired, such as the Vietnamese belief that wind can 

cause illness; but they did not feel they were adequately prepared by their training to 

know how to integrate and deal with these beliefs in the clinical context.  

 In another example, students commented that faculty and residents sometimes 

demonstrated stereotypic, denigrating attitudes toward patients of a specific ethnicity. 

“Some residents talk about patients doing the Macarena, which means Latina women in 

labor who are loud.” “A lot [of residents, attendings] are judgmental, a lot are 

stereotypical.” They also reported instances of bias in patients: “I had a patient just today 

who told me that I couldn’t understand his anger because I’m white and in the Korean 

population that’s how they deal with conflict is they get angry/violent.” And examples of 
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unfair positive bias in faculty were also reported: “Sometimes you see, like examples of 

physicians who are kind of more biased toward patients who are of their own culture. I 

remember this one rotation where this doctor would spend half an hour on one patient 

that was of his culture, the whole time speaking that language… and then in comparison 

he would spend 5 minutes with patients of various different cultures…” 

Students had no difficulty identifying such examples as race-based stereotyping, and 

attributed their awareness in part to learning that occurred in the CCC. But they varied in 

their ability to address or respond to these situations, despite teaching proactive behavior 

in the face of racism being a goal of the CCC.  One woman said she could not say 

anything because the faculty was “intimidating.” On the other hand, a couple of students 

reported that they often ‘spoke up’, but did so in a style that avoided confrontation. On 

the whole, students across the three groups did not appear well-prepared to deal with 

these situations in the real world. 

Specific recommendations to improve the CCC. Students agreed that exposure to 

the CCC during the first two year of training should include patient care experiences that 

emphasized the relevance of understanding cultural differences. There was also a 

widespread feeling that students would pay much closer attention to cross-cultural 

information during the third (clinical) year when they were confronted with patients of 

different cultural backgrounds on a daily basis. There was consensus that the CCC should 

be integrated into clinical practice in a more systematic way. 

Many students suggested using patients as teachers. This point emerged both in 

talking about the formal curriculum (more use of standardized patients; more patient 

panels); and the informal curriculum (learning to ask patients for feedback in terms of 
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what the student was doing right or wrong). In the words of one enthusiastic student, 

“Patients are the best teachers.” 

Another idea popular with the first two groups was that students would learn about 

cultural diversity from each other, because of the diverse nature of the student body.  In 

the third group, students felt that self-disclosure exercises were more a way of getting to 

know each other, rather than learning about different cultures. Overall, students felt that 

utilizing the diversity of the students was best left as part of the informal curriculum. 

Finally, although these students all valued the concept of cultural competence, none 

suggested that we test for this competency through either written or clinical examination. 

The above topics were directly related to the study interview schedule.  However, in 

addition to issues about which students were asked explicit questions, three categories 

emerged spontaneously in 2 of the 3 groups: cultural “balance,” political correctness, and 

humanizing influence of the CCC. 

The search for cultural “balance.” Many students wanted group-specific 

knowledge about as many different cultures as possible. In the words of one student, “I 

always feel like part of my knowledge is lacking… I know I should be sensitive to 

different things of their healthcare but I don’t really know what they are…” A student 

from a different group said, “I mean I know the task may be very daunting, but it would 

be insightful if I knew about as many cultures as possible…” They wanted this 

information to include beliefs and “misconceptions” patients from different cultural 

backgrounds held about illness and medicine.  

While many students seemed eager for group-specific cultural knowledge, others 

expressed concern that such presentations might stereotype different ethnicities.  One 
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student said, “Sometimes I think it’s better when I go into a [n exam] room and figure the 

patient out for myself without any preconceived notions of ‘Oh, this patient is Hispanic 

so she’s going to act this way.’”  Another noted, “As soon as you start you know, 

painting a certain ethnicity as, you know, look out for these, you’re basically saying 

every person who is this ethnicity has this.”  

These students called for a “balance” between acquiring appropriate cultural 

knowledge and approaching each patient as an individual. One student summarized this 

point of view in the following way: “To me it’s the balance, because we’re told on one 

hand that you treat all these patients as patients, you know it doesn’t matter where they’re 

from… On the other hand, we’re told if they have a certain ethnicity there are all these 

other things we need to think about.” 

 Does the CCC promote political correctness? There was a difference of opinion 

about the openness of the student body to discuss sensitive issues of culture.  On the one 

hand, some students’ perception was that their peers felt comfortable “being themselves” 

and expressing their cultural and religious beliefs. “My experience is that people have 

been themselves and let their religion or their culture or whatever, come out.” 

 However, other students felt that the whole discussion of culture was overlaid by a 

strong degree of political correctness, so that it was difficult for people to state their true 

opinions or feelings. “We’re all taught to be so politically correct these days and no one 

wants to say how they really feel. Like it was hard for me to admit I had certain biases 

about certain cultures but I do…”   

In general, we did not detect reliable differences in students based on either 

gender or ethnicity. However, it is worth noting that it was non-Hispanic white students 
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who appeared most concerned about political correctness inhibiting their expression of 

opinions and most eager to endorse approaches which emphasized individual people 

rather than cultural groups; whereas students from various minority backgrounds were 

most insistent as to the importance of the CCC.  

 The CCC and humanism. Several students were concerned about the decline in 

humanistic values during their third year.  In the words of one student, “When I go home 

I just don’t think about patients, I think about their medical issues. There have only been 

a few times when I actually start to think what I call ‘personal connection,’ where I go 

you know I wonder how it’s affecting their life, I wonder how they’re really feeling.”  

As a kind of antidote, students felt it was important that “…[Aspects of the CCC] showed 

that the medical school actually cares about culture and people, you know.”  

The implication was that the CCC could reinvigorate students with a more patient-

centered approach.  

Discussion  

Several aspects of these discussions with third year medical students were 

illuminating.  One was the strong preference expressed across all three groups for the 

majority of the CCC to be integrated into the informal curriculum, especially during the 

third year of training, when students start their clinical rotations. Students appeared to 

feel that they learned best when cultural issues were part of specific patient encounters 

and clinical issues. They argued that such an approach would appeal to peers who had no 

particular interest in cross-cultural issues, but who would be forced by need to pay 

attention to and learn skills that would help them solve difficult interactions with patients 

from different cultural backgrounds on a daily basis. It also seemed to be the case that 
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many students believed they learned better in this type of integrated environment, where 

knowledge had immediate and direct application.  

Although this is an attractive proposition, it faces the perpetual challenge of how 

to systematically train large numbers of attendings and residents in all the steps of 

cultural awareness, sensitivity, knowledge, attitudes, and skills; and most importantly, 

how to teach them to simultaneously attend to medical and cultural issues in any given 

patient encounter. Unfortunately, too many in teaching positions still perceive such 

material as peripheral to their “real” function of providing instruction in biomedicine. 

 The fact that no student advocated assessment of the cultural competence 

curriculum deserves some reflection as well. This omission may mean nothing more than 

students’ understandable aversion to yet more examination in an already test-intensive 

academic environment.  It may also intimate that students do not perceive cultural 

competence as “real learning” on a par with the basic sciences and clinical knowledge.  

Students may also see cultural competence in much the same way good communication 

used to be viewed, as something one either has or doesn’t have.  Finally, it is possible that 

students’ attitudes toward cultural competence evaluation reflect those of many medical 

educators who have concerns about how to meaningfully approach the question of 

evaluation [28]. 

Overall, it appeared that some translational aspects of the CCC were fairly 

successful, specifically very concrete, tangible behaviors such as how to make use of 

interpreters and how to apply communication skills in patient encounters [29]. Students 

were less sure of how to handle more nebulous issues such as integrating differing health 

beliefs or dealing with expressions of bias. On the one hand, this makes sense, as 
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behavioral skills which are overlearned in OSCE-type settings are probably most easily 

transferred to actual clinical situations. However, this finding suggests that the “heart and 

soul” of cultural competence may not find simple expression in clinical environments, 

because students are less sure how to put abstract values and attitudes into practice.  

In terms of the content of culturally competent training, students expressed a 

desire for concreteness and certainty in cross-cultural knowledge which was precariously 

balanced against their awareness of the dangers of overgeneralizing and stereotyping 

groups. Generally speaking, students did not appear to have theoretical models other than 

culture, such as power and privilege [30], within which to understand the relationship 

between doctors and patients.  Instead, they seemed to try to avoid stereotyping by 

ignoring cultural difference, and treating patients “equally,” regardless of cultural 

background.  

However, a few students made intriguing out-of-the-box suggestions. For 

example, one student proposed that, instead of emphasizing cultural difference, we 

should focus on negotiating skills and conflict management (31).  In this 

conceptualization, cultural difference produces conflicting viewpoints, opinions, and 

proposed actions. Therefore, intervention focused on conflict resolution would be more 

valuable than simply acquiring knowledge about different cultures. Another student 

proposed that by adopting a position of respectful curiosity about a person’s background, 

regardless of particular culture, students could position themselves as learners and 

patients as teachers. This posture of cultural humility (32) was offered as a viable 

alternative which would respect individual differences within culture while educating 

students about a wide array of cultural practices. 
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Students seemed to find reassurance in the fact that they were training in a 

culturally diverse environment. However, there are several problems with the assumption 

that environmental diversity ensures lack of bias.  First, although it is true that the student 

body has many first and second generation students from diverse cultural backgrounds, it 

has no greater presence of underrepresented minorities than other U.S. medical schools. 

Further, there tends to be more homogeneity than heterogeneity in terms of academic 

ability and socioeconomic status in medical school. In addition, the medical school 

experience is known for its capacity to “stamp out” the diversity of those who succeed in 

matriculating. In other words, medicine allows little room for diverse students to be all of 

who they are while in medical school (33). Finally, although students may be used to the 

concept of diversity through exposure to peers from different cultural backgrounds, to 

truly utilize the knowledge gained from this exposure, they must be willing to cultivate 

empathy for values and priorities different from their own and honestly face their own 

stereotypic assumptions. In this regard, it was disturbing to note that students had 

difficulty in recognizing the relevance of self-awareness to cultural competence, while at 

the same time providing multiple examples of their own biases.  

Because of differences in opinion as to whether the CCC operated in a context of 

political correctness, it was unclear to what extent students either confronted their own 

biases or developed respectful understanding of culturally different perspectives. While 

some participants maintained that students could “be themselves” and express opinions 

openly, a significant minority maintained that they were tightly bound by certain norms 

that made it unacceptable to verbalize culture-based negative attitudes. This allegation is 

of particular concern because it reinforces the (fallacious) belief that students can assume 
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a “professional” demeanor at work while indulging racially or culturally based biases in 

the safety of their private lives. Such beliefs could seriously impede the ability of the 

CCC to penetrate more than superficial levels of student attitudes, leading to conformity 

to perceived norms rather than genuine respect and understanding of difference. While 

the presence of political correctness in medicine does not get much play in U.S. journals, 

British journals have occasionally published articles raising questions as to whether 

political correctness can compromise the quality of physician training or patient care 

(34), and it seems a more open discussion of this issue is needed. 

 Despite concerns about the CCC, many students regarded it as a method for 

humanizing their medical education. This link between the CCC and humanism is an 

interesting one, and has been noted by others. For example, one author suggests that 

culturally competent care and patient-centered care (based on several humanistic 

properties) are philosophically similar and both contribute to patient empowerment (35) 

It is possible that the CCC helped to connect students to the life stories of their patients, 

particularly as these were manifested in the informal curriculum, and this experience had 

a rehumanizing effect. 

Limitations.  We were disappointed that despite determined recruitment efforts, 

only a small number of the class chose to become involved in this project. We believe 

that we were successful in attracting both students who cared passionately about the 

CCC,  those who had less interest in it, and those who held significant reservations. 

Nevertheless, the majority of the students who participated appeared to hold positive 

views about their cultural competence training.   This conclusion suggests that another 

limitation of our study may have been the focus group format itself. We were struck by 
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the significantly more negative perceptions shared in the two individual interviews. 

Although students in the focus groups certainly expressed negative sentiments about the 

CCC, these were generally balanced by positive and constructive comments.  For reasons 

we could not perceive, the focus groups might have attracted more pro-social, “helpful” 

types of students, the kind who always volunteer for extracurricular activities. The two 

students in the individual interviews, by contrast, might have been outliers who chose to 

express views privately that they felt to be at variance with group norms.  The greater 

anonymity of a phone interview may have freed them to be more critical. Nevertheless, 

the diversity of opinions expressed during the group discussions provided some 

reassurance that, despite the small number of students, we did succeed in sampling 

widely differing viewpoints about the CCC.   

       Conclusions 

            Students in this study reported some success in translational aspects of both the 

formal and informal curriculum. They evaluated most positively highly concrete aspects 

of the CCC, and wanted more practical ways to learn about the subject of cultural 

competence and fewer lectures or didactics. They suggested more explicit teaching in the 

clinical setting, by knowledgeable faculty and other clinical teachers. Students were 

worried about stereotyping or overgeneralizing about patients from other cultural 

backgrounds, but also yearned for precise, specific, “scientific” learning that could finally 

resolve their confusion and uncertainty about cross-cultural encounters.  Despite some 

concerns as to whether political correctness permeated the CCC, it was also perceived as 

one way of rehumanizing the medical education experience.  

 



 22

List of Abbreviations 
CCC – Cultural Competence Curriculum 

IRB – institutional review board 

 

Competing Interests 
The authors declare that they have no competing interests. 

 

Authors’ Contributions 
DL and JS developed the initial conceptualization of the study and worked together to 

develop the research questions and the question route. DL developed the participant 

recruitment strategy, which was implemented by DG. DG conducted the literature review 

under the guidance of DL and JS. JS conducted all focus groups, and was assisted by DG, 

who also took observational field notes during each session. DG also conducted the two 

individual interviews. JS and DG debriefed together after each focus group. DG 

transcribed all group and individual interviews. JS formulated the data analysis plan, and 

all authors reviewed and prepared theoretical notes on all transcripts. Each author 

prepared an initial analytic summary, which were then integrated and interpreted by JS. 

All authors reviewed and modified a final interpretive summary. JS prepared the initial 

draft of the manuscript, which was revised by DL, DG, and GG. All authors read and 

approved the final manuscript. 

 

Acknowledgments 
This project was supported in part by a grant from the National Institutes of Health 

(NIH), National Heart, Lung and Blood Institute, award# K07 HL079256-01, RFA-HL-

04-012, “An Integrative, Evidence-based Model of Cultural Competency Training in 

Latino Health across the Continuum of Medical Education” (2004-9) 

 

 

 

 

 

 

 

 

 

 



 23

 

References 

1. Beach MC, Cooper L, Robinson, KA, Price EG, Gary TL, Jenckes MW, Gozu A,  

Smarth CA, Palacio A, Feretstein CJ, Bass EB, Rowe NR: Strategies for improving 

minority healthcare quality.  AHRQ Evidence Report, Technology Assessment Number 

90, Publication No. 04-E008-02, 2004. 

 

2.Special theme issue on cultural competence. In Acad Med 2003, 78:560-587.  

 
3. Skelton JR, Kai J, London RF: Cross-cultural communication in medicine: 

questions for educators. Med Educ 2001, 35: 257-61. 

 
4. Smedley BD, Stith AY, Nelson AR, eds: Unequal Treatment: Confronting Racial and 

Ethnic Disparities in Health Care. Washington, DC: Board on Health Sciences Policy, 

Institute of Medicine of the National Academies; 2003. 

  

5. American Medical Student Association: Achieving Diversity in Dentistry and  

Medicine (ADDM). [http://www.amsa.org/addm/#cult. Accessed 23 September 2005] 

.            

6. Alexander M, Grumbach K, Remy L, Rowell R, Massie BM: Congestive heart failure  

hospitalizations and survival in California: patterns according to race/ethnicity. Am  

Heart J 1999, 137: 919-927. 

  

7. Price EG, Beach MC, Gary TL, Robinson KA, Gozu A, Palacio A, Smarth C, Jenckes  

M, Feuerstein C, Bass EB et al: A systematic review of the methodological rigor of  

studies evaluating cultural competence training of health professionals. Acad Med  

2005, 80:578-586. 

 .  

8. Dogra N, Karnik N: First-year medical students' attitudes toward diversity and its 

teaching: an investigation at one U.S. medical school. Acad Med 2003, 78:1191-1200. 

 

9. Dogra N, Karnik N: A comparison between UK and US medical student attitudes 

towards cultural diversity, Med Teach 2004, 26: 703-708.  

 

10. Crosson JC, Deng W, Brazeau C, Boyd L, Soto-Greene M:  Evaluating the effect of 

cultural competency training on medical student attitudes.  Fam Med, 2004, 36: 199-

203. 

 

11. Weissman JS, Betancourt J, Campbell EG, Park ER, Kim M, Clarridge B, Blumenthal 

D, Lee KC, Maina AW: Resident physicians’ preparedness to provide cross-cultural 

care. JAMA 2005, 294:1058-67. 

 

12. Park ER, Betancourt JR, Kim MK, Maina AW, Blumenthal D, Weissman JS:  Mixed 

messages: Residents’ experiences learning cross-cultural care.  Acad Med 2005, 80: 



 24

874-880. 

 

13. Crandall SJ, George G, Marion GS, Davis S:  Applying theory to the design of 

cultural competency training for medical students: a case study.  Acad Med 2003, 78: 

588-94. 

 

14. Beagan BL: Teaching social and cultural awareness to medical students: "it's all 

very nice to talk about it in theory, but ultimately it makes no difference”.  Acad 

Med, 2003, 78: 605-14. 

 

15. Shapiro J, Hollingshead J, Morrison EH.: Primary care resident, faculty, and 

patient views of barriers to cultural competence, and the skills needed to overcome 
them.  Med Educ, 2002, 36: 749-59. 

 
16. Kai J, Bridgewater R, Spencer J:  . " 'Just think of TB and Asians', that's all I ever 

hear": medical learners' views about training to work in an ethnically diverse 
society.  Med Educ 2001, 35: 250-6.  

 

17. Brown JB: The use of focus groups in clinical research. In Doing qualitative 

research.2
nd

 ed. Edited by Crabtree BF, Miller WI. Thousand Oaks, CA: Sage 

Publications, 1999. 

 

18. Culhane-Pera KA, Reif C, Egli E, Baker NJ, Kassekert R: A curriculum for  

multicultural education in family medicine. Fam Med 1997, 29:719-723. 

 

19, Tervalon M: Components of culture in health for medical students' education. 

Acad Med 2003, 78: 570-576. 

 

20. Tervalon M, Murray-Garcia J: Cultural humility versus cultural competence: a  

critical distinction in defining physician training outcomes in multicultural  
education. J Health Care Poor Underserved 1998, 9:117-125. 

  

21. Kleinman A, Eisenberg L, Good B: Culture, illness, and care: clinical lessons from 

anthropologic and cross-cultural research. Ann Intern Med 1978, 88:251-258. 

 

22. Krueger RA: Moderating focus groups. Thousand Oaks: Sage Publications, 1998. 

  

23. Krueger RA: Analyzing and reporting focus group results. Thousand Oaks: Sage 

Publications, 1998. 

 

24. Patton MQ: Qualitative evaluation and research methods. Thousand Oaks CA: Sage 

Publications, 1990. 

 

25. Denzin NK. The research act in sociology. Chicago: Aldine, 1970. 

 

26. Strauss A, Corbin J: Basics of qualitative research. Thousand Oaks CA: Sage 



 25

Publications, 1990. 

 

27. Fadiman A: When the spirit catches you and you fall down. Farrar, Straus, & Giroux: 

New York, 1997. 

 

28. Betancourt JR. Cross-cultural medical education: conceptual approaches and 

frameworks for evaluation. Acad Med 2003, 78:560-9. 

 

 

29. Yedidia MJ, Gillespie CC, Kachur E, Schwartz MD, Ockene J, Chepaitis AE, Snyder 

CW, Lazare A, Lipkin M. Jr. Effects of communication training on medical student 

performance. JAMA 2003, 290:1157-65. 

 

30. Tervalon M. Components of culture in health for medical students’ education. 

Acad Med 2003, 78:570-576. 

 

31. Loewe R, Freeman J. Interpreting diabetes mellitus: differences between patient 

and provider models of disease and their implications for clinical practice. 

Cult Med Psychiatry. 2000, 24:379-401. 

 

32. Juarez JA, Marvel K, Brezinski KL, Glazner C, Towbin MM, Lawton, S. Bridging 

the gap: A curriculum to teach residents cultural humility. Fam Med 2006, 38:97-

102. 

 

33. Beagan BL: Neutralizing differences: produces neutral doctors for (almost) 

neutral patients. Soc Sci Med 2000, 51:1253-65. 

 

34. Cohen D, Fister K. Rejecting political correctness. BMJ 2005, 330:62. 

 

35. Black RM. Intersections of care: An analysis of culturally competent care, client 

centered care, and the feminist ethic of care. Work 2005, 24:409-422. 

 

 

 

 

 


	Start Of Article

